Background
Somalia, the easternmost nation in the Horn of Africa, 1 is classified as a fragile state. The recurrent civil conflict for over 20 years has impeded progress toward improving health care in Somalia. 2 Its capital Mogadishu has been a haven for armed gangs, Islamic militants, and pirates, and for more than two decades, the country has been characterized by insecurity and outbreaks of hunger and inadequate access to basic needs and services. 3 According to a recent United Nations Population Fund report, Somalia's population stands at 12.3 million people with 45.6% of its people <15 years of age. 4 It is a youthful population, with a growth rate of 2.8%, which is among the highest in the world. 5 On average, every woman bears 6.6 children 6 and each household in Somalia has a mean of 5.9 persons. 4 The current insecurity has undermined the impact of humanitarian assistance in Somalia, a country where half of the population is dependent on health relief and food aid. The government has been unable to implement the rule of law, and external aid including medical supplies constantly faces the threat of diversion. 7 The increase and continuous influx of injured people has created conflict of interest for health care resources and prioritization of allocating funds. This precedent has created a gap in birth and death registration. Monitoring of progress in the public health arena has deteriorated, hence the need to provide progressive assessment of health outcomes. Since 2008, health reports and disease surveillance information have been scanty in Somalia. Demographic surveillance and birth and death registration systems have come to a standstill, and this limits tracking of progress of health indicators. Through the Multiple Indicator Cluster Survey, the United Nations International Children's Fund established a platform to monitor child and maternal indicators; however, this was only possible until 2006. 8 There has been a census recently; however, there is no Demographic and Health Surveillance data which are informative about the county's health indicators.
Banadir region is the most populous among the 18 prewar regions of Somalia. It is mainly urban with a population of 1.6 million people, and it had the highest number of internally displaced persons in the country by 2014. 4 Banadir Hospital, 9 also known as the only national referral hospital in Somalia, has since its establishment been the center of health care delivery in Mogadishu. The hospital comprises both maternity and pediatric departments where mothers and children are treated, respectively; however its emergency department offers routine medical and surgical services. In this article, our primary objective was to explore morbidity and mortality patterns of the presenting conditions in the different units at the hospital such that an overview of Somalia can be inferred. We also explore whether sex has an association with these outcomes. Sex is a multidimensional social construct 10 and investigation of this precedent would provide an insight into health outcomes for males in a maledominated community at war. The Gender Inequality Index 11 for Somalia is 0.776 (with a maximum of 1, meaning complete inequality), which is the fourth highest position globally, 12 and studies have shown that Gender Inequality Index is positively associated with under-5 mortality rates. 13 We also highlight the hospital's performance, gaps in management, and progress made during this study period.
Data and methods

Study design and setting
This study was done as a retrospective analysis of collected hospital data. Banadir Hospital is a teaching hospital located in the Wadajir district of Mogadishu in Somalia. It consists of four main sections: a pediatric section, a maternity section, a laboratory, and a section for general medicine with a bed capacity of 700. The hospital offers medical and surgical services and also voluntary counselling and testing (VCT) for human immunodeficiency virus (HIV), prevention of motherto-child transmission (PMTCT), 14 and the expanded program on immunization (EPI) services. 15 Patients are usually admitted through the Out-Patient Department; however, emergencies are received at the Accident and Emergency unit. Surgical services are provided at the medical section. Admission and medicines are free, but laboratory tests and X-ray services are priced. The hospital is mainly funded by nongovernmental organizations, and they equally provide training to staff including doctors, nurses, and nurses' assistants.
Data collection
Data were collected between January 2008 and December 2012. All patients that were diagnosed and attended to at the hospital were included in the study. Patient consent was not required as this was aggregated data that was anonymous and had no patient identifying information. For 5 years, aggregated data were obtained from patients' records and it included age (dichotomized as <5 or >5 years), sex, their presenting diagnosis, and outcomes. Diagnoses were made by the doctors who attended to the patients in each unit in accordance with Somalia's clinical guidelines and also laboratory confirmation. Data completeness were not ascertained; however, data of all patients treated at the hospital were recorded. Annual data were compiled into a report and recorded on a morbidity and surveillance form. This was recorded in Excel files for the 5-year period. Total number of admissions, discharges, and deaths were also compiled for every month.
Data obtained from the maternity ward included numbers of live births and stillbirths, deliveries, and cases of tetanus. Data from the pediatric section and the laboratory were also obtained. Data on mortality were also obtained from death certificates that are issued daily. Patients that died before diagnosis were diagnosed through post mortem done at the hospital by hospital staff, and those that lacked a diagnosis were included in a category of "others". Information from patients' files was summarized daily by persons in charge of the wards. This data were compiled weekly and monthly figures were compiled using the mortality and morbidity surveillance form by the data manager of the hospital. Proofreading to ascertain correct figures was done for the data collected from all the respective units for quality control.
Ethical clearance
Ethical clearance for the study was obtained from the staff in charge of hospital since the hospital has no ethics review board. Study protocol followed the principles outlined in the Declaration of Helsinki. 
Data management and analysis
Data obtained during the 5 years were summarized according to the presented conditions with respect to age groups and stratified by sex. The main outcome indicator was the number of patients that died in the hospital. Univariate analyses were carried out to examine the association between sex and mortality. In these analyses, chi-square tests were used. A two-tailed P-value of 0.1 or less was considered to be significant. Crude odds ratios (CORs) were obtained for years in which outcomes were significantly associated with sex.
Results
Major diagnoses across all age groups included uncomplicated malaria, acute watery diarrhea, anemia, presence of intestinal parasites, and urinary tract infection ( Table 1 ). The main diagnoses among children age <5 years were malaria, acute watery diarrhea, and respiratory tract infections. Meningitis, tetanus, whooping cough, and conjunctivitis presented the least cases during the study period. There was an exponential increase in measles cases every other year and a decrease in the year that followed, by 2012.The reported number of patients with sexually transmitted diseases (STDs) almost doubled each year making a sixfold increase by 2012. These cases were, however, reported only among girls >5 years of age. The percentage of complicated cases among the cases of malaria that presented reduced from 30% to 20% by 2012. Trauma cases reported increased across the study period with a higher number of males than females across the study period.
Between 2008 and 2010, the number of cases at the diarrhea treatment center declined ( Figure 1 ). There was an exponential increase from September 2010 to November 2011 and cases there after reduced gradually toward the end of 2012. Maximum numbers (1,485) were reported in August 2011. Monthly reporting of cases throughout the study period indicated that cases were higher between April and August each study year. Mortality due to diarrhea followed a similar pattern in both age groups (Table 2) The sum of total cases that were attended to at the hospital by the end of 2012 was four times the number at the baseline year of the study in 2008 (Figure 3 ), an increase from 15,324 to 64,588. The overall mortality rate among those admitted declined between 2008 and 2012 (Table 3) . At a significant level of 0.1, however, mortality in the age group >5 years was consistently associated with sex across the study period ( 
Discussion
Disease patterns
Given the lack of data on a population level, this analysis aimed at understanding the patterns of conditions presented at Banadir Hospital in order to make inference and conclusions about the general health status of Banadir region. It is evident from the results that malaria, acute watery diarrhea, and respiratory tract infections dominated the continuum of causes of admissions despite the integrated community case management, a result that is consistent with World Health Organization findings. 16 Although measles cases were on the rise, current data indicates that Banadir region is a high endemic area and findings could not be generalized to the entire population. 17 Measles is one of the leading killers of young children particularly in the malnourished, a situation that is consistent with findings in Somalia. Measles immunization coverage remains low with less than one-third of children under 1 year vaccinated against measles. 17 According to the African Union Mission in Somalia, 18 cases of HIV are on the rise with low case detection due to the absence of diagnostics and stigma from the community. 18 This could explain the annual doubling of STD cases although the rate of STDs was normal. Absence of STD cases among boys age >5 years, however, shows a gap in case detection since females are usually investigated at the maternity section. The reduction in the proportion of complicated cases of malaria indicates that there is improvement in early case detection and diagnosis for malaria within the catchment area for Banadir Hospital; however, data on case fatality were not available.
At the beginning of 2008, the gradual increase in the number of patients at Banadir Hospital was consistent with the country's population increment. 19 This trend; however, changed in mid-2010 (Figure 4 ) with an increase in the rate of hospitalization in relation to the population. This can be Note: Mortality = (Total deaths/Total cases) × 1,000. explained by the famine and hunger associated illnesses that the country faced during that time. Between 2010 and 2012, the United Nations reported the worst drought that ever hit Somalia in the last 60 years. 20 The increased rate of hospitalization also implies that the hospital provides much more care now than before.
There was a clear relation between the annual rainfall pattern and that of diarrhea cases. 21 In Frontières documented the increased cases of acute watery diarrhea in southern Somalia, 22 in line with findings of this study. The increase in cases observed between 2011 and 2012 could also be attributed to the cholera outbreak in the region. This was essentially due to poor sanitation, shortage of safe water, and overcrowding, which were exacerbated by the seasonal flooding of the Shebelle River.
A recent report by World Health Organization shows that trauma cases are on the rise, 17 which has been highlighted in findings at the hospital. Violence and conflict continue to take a heavy toll on civilians in Somalia with escalating numbers of weapon-related injuries. Despite the conflict, the cause of trauma cases among children age <5 years needs to be investigated. The role of males in the civil strife has led to the increased numbers of trauma cases among males compared to the females.
There was no consistent association between sex and under-5 mortality in this study in contrast to previous studies. 13, 23 These studies found that male sex was not an independent predictor of mortality among hospitalized children <5 years of age in the presence of risk factors like age, associated comorbidities, and severity of respective illnesses. 24 For the age group >5 years, sex was consistently associated with higher mortality among males. It was not possible to highlight possible risk factors because of the nature of the data. Although studies have shown that conflict overshadows 
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Kulane et al the social and sex issues, rendering them "secondary" to the primary concern of safety and survival, 25 further research in this area would yield better explanations. It is possible that males presented with more critical conditions than females; however, this could not be ascertained from the study data.
Health system implications
The overall reduction in hospital mortality despite the increased number of patients attended to over the years is indicative of the improvement in performance of the hospital. Although the World Bank reports an under-5 mortality rate of 146 in Somalia, 26 this study was not able to highlight changes in mortality rate over time. It is important to reflect on the fact that the overall hospital under-5 mortality among admitted cases has reduced and to highlight the progress that has been made. The increase in the number of patients can also be attributed to the observed number of live births that was much higher than the death rate. The increase in live births at the hospital with no significant increase in stillbirths could explain the increase in the region's population and also an increase in the number of patients attended to at the hospital during the study period. Somalia's birth rate stands at 41 births per 1,000 population and the death rate reduced from 15.9 to 13.9 deaths per 1,000 population despite the fact that the country is at war. 27 Owing to this, information from Banadir Hospital could be essential in evaluating health system performance 
Limitations
The study involved a large data set for making good comparisons and detecting trends over time, for the first time in 2 decades of war; however, the data were aggregated making it hard to perform detailed analyses and making more concrete conclusions. Categories had been prefixed before the data were collected, which could not allow flexibility in the data analysis. Analyzing trends in this context was not possible. Diseasespecific mortality was not possible in the study, which would have provided a better analysis of conditions. There may have been a selection of more serious cases being admitted to the hospital, which may also distort the results; however, sufficient information on the primary health care system in this war setting was not readily available to back up some of our arguments.
Conclusion
Diseases of infectious origin dominated the continuum of cases attended to at the hospital, and hospital-based mortality reduced across the study period. Data from Banadir Hospital were consistent with findings from Banadir region although figures from hospital-based studies are higher than those in the general population. This data can be used to describe the health status of the community in the absence of credible demographic surveillance in Banadir region as earlier stated. Hospital-based studies would work as early surveillance tools in a sentinel site, since hospital cases may be observed to increase before the outbreak. Consistent use of hospital data could give credible public health reflections for Banadir region.
There was an association between mortality in the age group >5 years and sex with a protective advantage for females compared to males. Our results only reflect that there is a difference in outcome of patient admissions with respect to sex in the age group >5 years but do not show that the female sex is positioned better than the male. The situation of war and increased risk of injury for males should be put into context in this study. There are better outcomes at the hospital with progressive improvement during the study period; however, these outcomes are still low in comparison to global standards.
